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For all health conditions, reliable age-disaggregated data are vital for both epidemiological 
analysis and monitoring the relative prioritization of different age groups in policy responses. 
This is especially essential in the case of Coronavirus Disease-2019 (COVID-19), given the 
strong association between age and case fatality. This paper assesses the availability and 
quality of age-based data on reported COVID-19 cases and deaths for low and middle-
income countries. It finds that the availability of reliable data which permit specific analyses 
of older people is largely absent. The paper explores the potential of excess mortality 
estimates as an alternative metric of the pandemic’s effects on older populations. 
Notwithstanding some technical challenges, this may offer a better approach, especially in 
countries where cause of death data is unreliable. 























In all countries the risk of dying from COVID-19 increases markedly with advancing age 
(Tang et al., 2020). As a result, people at older ages make up the majority of reported 
COVID-19 deaths, even in countries where population aging is relatively limited (Dowd et 
al., 2020). It might be expected, then, that policymakers and researchers would pay particular 
attention to the effects of the pandemic on this age group. Yet this is clearly not the case. 
Global public health responses have done little to move beyond the existing situation, 
characterised by exclusion of and discrimination against older people (Lloyd-Sherlock et al., 
2020a). This can be seen in many areas of policy and debate, some of which are discussed in 
other contributions to the Global Platform. This forum paper focusses specifically on data 
issues. 
Excluding older people from routine data reporting and indicators is a time-honored (or 
arguably “dishonored”) tradition, reflecting normalised ageism. For much of the HIV 
pandemic, data on infections were not collected for people aged 50 or more, based on the 
misguided view that older people were not at risk of infection (Albone, 2011). Similarly, 
reporting on violence against women often systematically excludes women aged 50 and over 
(VAWG, 2016). More recently, older people have been excluded from mortality reporting 
and targets for non-communicable diseases (NCDs), such as heart disease and diabetes, even 
though they are disproportionately at risk of dying from these conditions. The main 
justification put forward for this was an ageist argument that policymakers should focus on 
so-called “premature” deaths among younger adults (Lloyd-Sherlock et al., 2016). More 
generally, most surveys of health and population, even in high-income countries, exclude 
older people in residential care facilities, but still claim that they are nationally representative 





















This paper provides an overview of current data reporting on COVID-19 and older people in 
low and middle-income countries (LMICs). It considers the extent to which data are available 
and in the public domain, and assesses their potential reliability. The paper then explores the 
value of age-disaggregated excess mortality estimates, as a more accurate measure of the 
pandemic’s effects on older people, notwithstanding the challenges inherent in generating 
robust estimates.   
 
The current state of data on older people and COVID-19 in low and middle-income 
countries 
Tragically, numbers of COVID-19 cases and deaths are increasing rapidly in many LMICs. 
To what extent are the data that are reported capturing the experiences of people at older 
ages? The short answer is that the provision of specific data about people at older ages has 
been very limited, and much of what has been published is of questionable quality. Several 
LMICs provide no age-disaggregated data at all, either for reported cases or for deaths from 
COVID-19. Examples at the time of writing this include Indonesia, Turkey, Egypt and 
Kenya. A number of other countries, including Peru and Brazil, only provide age-breakdowns 
for deaths, but not for cases.  
 
TABLE 1 ABOUT HERE 
 
Table 1 summarizes data for LMICs for which we have been able to obtain data. Not all of 
these data are derived from official sources. In India, for example, where the National 
Ministry of Health does not provide age breakdowns, a crowdsourced project has compiled 
these data from local government bulletins and other official sources. Table 1 shows that 





















the range is quite wide (from 50% in India to 62% in the Philippines) and does not correlate 
with the age structures of these populations (for example older people account for a lower 
share of the Philippines’ population than in India). 
The last column in Table 1 provides a ratio of reported cases to reported deaths for people 
aged 60 and over. In Mexico for each COVID-19 death there were 3.62 cases, whereas in 
South Africa there were 14.61. Taken at face value, this suggests that an older person in 
Mexico who becomes infected with COVID-19 is more than three times as likely to die than 
their counterpart in South Africa. If this were really true, the potential implications for global 
health would be huge and we should be looking closely at the “South African Miracle”. It is, 
however, far more likely that these variations are mainly the result of problematic data 
reporting. Perhaps Mexico is under-counting cases among older people; perhaps South Africa 
is under-counting deaths; perhaps both counties are under-counting everything.  
All data are likely to be imperfect and there is sometimes a case for making the best of what 
is available. Just because scientists struggle to explain strange patterns in the data does not 
necessarily mean the numbers are wrong. Research papers are, however, just starting to 
demonstrate the huge scale of data inaccuracies related to COVID-19 cases and deaths in 
LMICs. For example, a new study in Brazil’s leading public health journal examined data on 
burials in the city of Manaus over a 10 day period and found that the number was four times 
higher compared to the corresponding period in previous years (Yamall et al., 2020). Of 
these, 1,230 deaths, just 14 were reported as caused by COVID-19. The issue of data quality 
is relevant for people of all ages, and is especially pertinent in LMICs where the vast majority 
of deaths occur outside of hospital settings and where the cause is rarely certified by a trained 
physician (Mikkelsen et al., 2015). More generally, it is widely recognized that data on the 
number of cases reflect the availability of testing much more than the actual status of the 





















Table 1 come with a very large health warning and do not provide a basis for meaningful 
analysis. 
And this issue of data quality is particularly important for older people, both because they are 
the group most affected by the pandemic and because cause of death is more prone to 
misreporting for people at older ages (Miki et al., 2018). In all countries, older people are 
more likely to have other health conditions, such as heart disease, and, even where COVID-
19 symptoms are present, identifying the main cause of death is often challenging (Elezkurtaj 
et al., 2020). The experience of high-income countries shows that COVID-19 mortality has 
been widely under-reported in care home settings (Comas-Herrera et al., 2020). This is likely 
to occur in LMICs, which contain large numbers of such facilities, many of which are 
unregistered and not subject to oversight by public health agencies (Lloyd-Sherlock et al., 
2020a). Other than anecdotal media reports, there is no publicly available information about 
the impact of COVID-19 in these high-risk environments. 
Calculating excess mortality of older people during the pandemic 
Ultimately, the best way to measure the impact of the pandemic on older people, and people 
of all ages, will be through careful comparison of overall mortality rates during the pandemic 
and for corresponding months in preceding years (Leon et al., 2020). This will permit an 
estimation of excess deaths which are potentially attributed to the pandemic: both directly as 
a result of COVID-19 or due to more indirect effects of the pandemic, such as impaired 
mental health and reduced access to treatment for other health conditions. Robust estimates of 
excess mortality will provide a more complete picture of the pandemic’s overall impact on 
death rates. Another advantage of this approach is that it does not depend on accurate 
reporting of specific causes of death. In the UK between 7 March and 5 June, there were 
51,804 recorded deaths directly attributed to COVID-19, plus a further 12,729 excess deaths 





















estimates of excess mortality are available, the proportion of excess deaths attributed to 
COVID-19 is much lower than in high-income countries. For example, in Ecuador there were 
3,358 reported COVID-19 deaths during March, April and May, but excess mortality is 
estimated to have been 16,107 (https://www.bbc.co.uk/news/world-53073046). 
Developing robust estimates of excess mortality is statistically challenging for all countries, 
including high-income countries with relatively good data on deaths. Key challenges include 
harmonizing different datasets, obtaining individual data from different health authorities, 
dealing with gaps in population age composition data at subnational levels and estimating 
rates of mortality under-reporting (Sempé et al., 2020). 
Excess mortality data disaggregated by age group are only publicly available for some high-
income countries. Data for England and Wales show excess deaths for causes not attributed 
to COVID-19 occurred predominantly among people at older ages (Office for National 
Statistics, 2020). New studies of excess mortality in Italy and Portugal also find that under-
reporting of COVID-19 mortality has been most substantial for older adults (Nogueirai et al., 
2020; Magnani et al., 2020). If this pattern were to be replicated across LMICs (and there is 
no reason to expect that it would not be), it would mean that, even in countries where age 
data of reported COVID-19 cases and deaths are available, the true impact of the pandemic 
on older people is being vastly understated. To date, one of the only LMICs for which 
national data are available is Peru. They show that people aged 60 and over accounted for 78 
per cent of excess mortality between March and June, representing 37,000 deaths. This 
compares to official figures of just 5,915 COVID-19 deaths among people aged 60 and over 
for the corresponding period (Sempé et al., 2020). The local study in the Brazilian city of 
Manaus reported an overall excess mortality of around 920 over a 10-day period, of which 69 























Collation of high-quality mortality data will benefit both health care providers and policy 
makers. These data will be essential, both to inform general understanding of the pandemic’s 
epidemiology and to ensure that older people are being fairly treated (Wolkewitz & Puljak, 
2020). It is to be hoped that both the availability and quality of age-disaggregated data on 
COVID-19 and excess deaths in LMICs will quickly improve. However, past experience of 
excluding older people from reporting on other aspects of health suggests that age inclusion 
should not be taken for granted. Also, there is growing evidence that data reporting on 
COVID-19, is becoming increasingly susceptible to political interference (Oleinik, 2020). 
Despite the disproportionate impact of the global pandemic on older people in LMICs, their 
profile in the media and global health agencies has been, at best, marginal (Lloyd-Sherlock et 
al., 2020c). Commentators in high-income countries are starting to demonstrate how the 
pandemic is shaped by and also feeds back into wider ageist attitudes and behaviours 
(Monahan et al., 2020). Reliable age-disaggregated data are needed to challenge this ageist 
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Table 1. Age Disaggregated Data for Reported Cases and Mortality Attributed to COVID-








% of total 
population 







































3,381,052 61,664 10.1  21 Aug 2020 8.8 49.7 10.1 
Note. Sources (all accessed 27 August 2020): 
Pakistan: http://covid.gov.pk/stats/pakistan;  
Mexico: https://coronavirus.gob.mx/datos/;  
South Africa: https://www.nicd.ac.za/diseases-a-z-index/covid-19/surveillance-reports/; 
Philippines: https://ncovtracker.doh.gov.ph/; 
India: https://api.covid19india.org/.  
All above sources compiled by Riffe, T., & Acosta, E. (2020). COVerAGE-DB: A database of COVID-19 cases and 
deaths by age. https://doi.org/10.17605/OSF.IO/MPWJQ 
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